C ulturally competent clinicians are more likely to understand and respect the language, values, and beliefs of diverse racial and ethnic groups, and to have the attitude and skills to care for them in a way that communicates that respect and understanding. A new study is the first to link provider cultural competence with the cultural competence of the clinics where they work. Researchers found that culturally competent clinicians are more likely to work in clinics with a higher percentage of nonwhite staff and those offering cultural diversity training and culturally adapted patient education materials. Thus, enhancing the cultural competence of both clinicians and clinics may be a synergistic approach to reducing health care disparities, suggest the Johns Hopkins University researchers.
They surveyed 49 providers from 23 clinics in Baltimore, Maryland, and Wilmington, Delaware. The survey included items assessing provider and clinic cultural competence in the areas of attitudes, selfreported behavior, and knowledge. Providers were more apt to be very confident in caring for ethnic minorities (55 percent) than in providing care to disadvantaged patients (37 percent).
Providers who reported a higher percentage of staff who were black, Hispanic, Asian, or another racial/ethnic group in their clinics and availability of culturally and linguistically tailored patient education materials had more culturally competent attitudes and increased frequency of self-reported culturally competent behaviors than their counterparts in other clinics. For example, they were more likely to strongly agree that they were motivated to learn about cultures within their practice and society, and were more neutral about statements of white advantage in society or the need for conformity to white customs and values. They also reported seeking culture-related information and feedback about their cross-cultural interaction skills 26 to 50 percent of the time and adapting care to patients' continued on page 3
Enhancing the cultural competence of both clinicians and clinics may work synergistically to reduce care disparities Care disparities continued from page 2 cultural and social situation 51 to 75 percent of the time. The study was supported in part by the Agency for Healthcare Research and Quality (HS13645) .
See "Provider and clinic cultural competence in a primary care setting," by Kathryn A. Paez, R.N., M.S.N., M.B.A., Jerilyn K. Allen, Sc.D., R.N., S leep deprivation, lack of leisure time, and other stresses of resident training lead to depression and burnout among many medical residents. In fact, a new study finds these to be major problems among residents. It also found that residents with depression made significantly more medical errors than their nondepressed peers. A team of researchers used questionnaires to examine the prevalence of depression and burnout among 123 residents in 3 pediatric residency programs at 3 children's hospitals.
A total of 20 percent of participating residents met the criteria for depression and 74 percent met the criteria for burnout. Surveillance of medication errors per resident month yielded 45 errors made by residents. Residents with depression made 6.2 times as many medication errors per resident month as residents who were not depressed (1.55 vs. 0.25). Burnt out residents and non-burnt out residents made similar rates of errors per resident month (0.45 vs. 0.53). In addition, continued on page 4
Depression and burnout are problems among pediatric residents D isparities in early-stage breast cancer survival among elderly black and white women disappear after accounting for black women's lower socioeconomic status and poorer treatment, according to a new study. Xianglin L. Du, M.D., Ph.D., and colleagues at the University of Texas Health Science Center examined clinical and sociodemographic characteristics of 35,029 elderly Medicare-insured women with early-stage breast cancer, whose outcomes they tracked for up to 11 years.
Black women with breast cancer were more likely than their white counterparts to live in the poorest census tract quartiles (73.7 vs. 20.7 percent) . More black women also received breast-conserving surgery (BCS) without radiation therapy (15.7 percent) compared with white (12.4 percent), Hispanic (11 percent), and Asian (7.9 percent) women, and women of other ethnicities (14.6 percent). Since the recommended therapy for earlystage breast cancer is BCS plus radiation, these treatment differences could have affected disparities in survival, suggest the researchers.
The 3-year survival from all causes was 86 percent in whites, 78.6 percent in blacks, and 88.4 percent in others. After adjusting for treatment and socioeconomic status, the risk of all-cause mortality was no longer significant in blacks, whereas the risk of breast cancer-specific mortality was marginally higher (by 21 percent, but with wide confidence intervals, ranging from 1 to 46 percent). For example, after adjusting for primary therapy (mastectomy, BCS plus radiation, or BCS without radiation), risk of dying from any cause was reduced in blacks by 7 percent compared with whites and risk of dying from breast cancer was reduced by 25 percent-risks that remained unchanged after adding adjuvant chemotherapy. After additionally controlling for socioeconomic status, the risk of black women dying from any cause was reduced by 2 percent and from breast cancer by 21 percent. The study was supported in part by the Agency for Healthcare Research and Quality (HS16743) .
See "Impact of treatment and socioeconomic status on racial disparities in survival among older women with breast cancer," by Dr. Du, Shenying Fang, M.D., M.S., and Tamra E. Meyer, M.P.H., in the April 2008 American Journal of Clinical Oncology 31(2), pp. 125-132. I I n the search for greater job flexibility and work-home balance, many physicians, especially women, are choosing to work part-time. These part-time doctors report less burnout, greater satisfaction, and more work control than their full-time colleagues, concludes a new study. Both partand full-time physicians have comparable perceptions of organizational culture and report similar patient satisfaction and trust. By promoting and enhancing part-time medical careers, organizations may be able to attract and retain a cadre of satisfied, healthy, capable, and connected physicians, suggest the study authors.
They surveyed generalist physicians in the upper Midwest and New York City about their work stress and satisfaction and surveyed their patients about trust in and satisfaction with their physician. Nearly 1 in 5 of the 422 doctors who responded to the survey reported part-time status (31 percent of women, 8 percent of men). Part-time doctors reported less burnout, higher satisfaction, and greater work control than fulltime doctors. Intent to leave and assessments of organizational climate were similar between partand full-time doctors. Organizational climate included alignment between physician values and leadership, sense of trust or belonging, practice emphasis on information systems and communication, and other factors.
The survey of 1,795 patients revealed no significant differences in satisfaction with and trust in part-time and full-time physicians. Part-time physicians, who were more likely to be white (94 vs. 74 percent) and female (77 vs. 37 percent), spent proportionately less time than full-time physicians seeing hospitalized patients (10 vs. 14 percent) and more time in teaching and research (10 vs. 6 percent). Part-time doctors report less burnout, greater satisfaction, and more work control than full-time physicians H ospitalized patients can become infected with a type of intestinal bacteria (enterococci) that is resistant to the broad-spectrum antibiotic vancomycin, which kills a broad range of bacteria. Vancomycinresistant enterococci (VRE) are now the third leading cause of hospitalacquired infection. More vigilance in disinfecting hospital rooms and surfaces is clearly warranted, concludes a new study. A Tufts University team obtained weekly environmental and twice-weekly patient surveillance cultures from two intensive care units (ICUs) during a 14-month period. They defined VRE infection as a positive culture result over 48 hours after hospital admission and determined risk factors for VRE infection.
Of 1,330 ICU admissions, 638 patients were at risk for VRE infection, and 50 patients (8 percent) became infected with VRE. Colonization pressure (measure of exposure to VRE in the ICU) and use of multiple antibiotic classes increased risk of VRE infection. However, after adjusting for these factors, the strongest predictors of VRE infection were a prior positive room culture for VRE and prior room occupancy by patients infected with VRE (a presumed proxy for room contamination), which increased risk of VRE infection from 2.7 to 4.4 times. This effect persisted for as long as 2 weeks, when at least one and possibly multiple "terminal cleanings" had occurred.
Even if all VRE transmission comes from hospital workers, disinfecting hospital surfaces is likely to reduce transmission, given the frequency of environmental contamination that can subsequently contaminate health care workers' hands. Environmental cultures may be a useful tool for facilities to monitor the effectiveness of room disinfection procedures or in specific circumstances, such as outbreak control. However, the data do not support routine environmental cultures as an infection control intervention. The study was supported in part by the Agency for Healthcare Research and Quality (T32 HS00060 
More vigilance in disinfecting hospital surfaces is critical for reducing vancomycin-resistant infections
I n an era of public physician and hospital scorecards, there is growing concern that cardiac surgeons may hesitate to operate on high-risk patients, who might lower physicians' quality rankings due to increased heart surgery mortality rate. However, a new study allays those concerns. It shows that high-risk coronary artery bypass graft surgery (CABG) patients are significantly more likely to receive care from highquality surgeons compared with lower risk patients, even after adjusting for patient race and ethnicity.
Laurent G. Glance, M.D., of the University of Rochester Medical Center, and colleagues analyzed data from the New York State Cardiac Surgery Reporting System. This database included all patients undergoing CABG surgery in the State who were discharged between 1997 and 1999. The study sample included 57,150 patients treated by 189 surgeons at 33 hospitals, who had an overall 2.2 percent mortality rate. The researchers examined the association between surgeon quality {observed-to-expected (given the patient's condition) mortality ratio} and patient risk of death (using 30 risk factors such as other coexisting diseases and previous open heart surgery).
They found no evidence that high-quality surgeons selectively avoided high-risk patients. For every 10 percentage point increase in patient risk of death (for example, from 5 to 15 percent) there was a 0.034 reduction in the surgeon observed-to-expected mortality ratio. Even within the same hospital, higher risk patients still tended to be treated by higher quality surgeons. The researchers call for more research to better understand the underlying mechanisms for these findings. Their study was supported by the Agency for Healthcare Research and Quality (HS13617).
More Child/Adolescent Health P ediatricians who participate in monthly conference calls, Listserv e-mail discussion groups, and have access to a Web site that that shares best practices and information focused on improving immunization rates may improve their immunization rates over those who only receive mailed educational materials, finds a new study. This distance-based approach to quality improvement (QI) is more cost-effective than face-to-face education and can reach many pediatric practices, notes Eric J. Slora, Ph.D., of the Pediatric Research in Office Settings (PROS), a practice-based research network (PBRN) supported by the American Academy of Pediatrics.
Dr. Slora and colleagues randomly assigned 29 PROS practices into year-long, paper-based education or distance-based QI groups to examine differences in immunization rates at the end of the year. The practices had similar baseline immunization rates of 88 percent or less for children 8 to 15 months. Pediatricians in the QI group, most of whom were in their 50s, made most use of the conference calls, attending about 75 percent of them. However, the QI Listserv and Web site were used infrequently, averaging once per practice over the entire year.
Pediatricians' assessments of the helpfulness of each resource mirrored practice use. For example, they rated conference calls (1=very helpful, 2=somewhat helpful, and 3=not helpful at all) an average of 1.38 compared with 1.86 for the Web site and 2.0 for the Listserv. Practices in the QI group boosted their immunization rates by 4.9 percent (from 75.9 to 80.8 percent) compared with 0.8 percent (from 81.6 to 82.4 percent) in the paper-based education group. Also, more QI practices adopted systems identifying children behind in immunizations in their practices. The researchers conclude that a distance-based QI model is feasible and may improve immunization rates. Their study was supported in part by the Agency for Healthcare Research and Quality (HS13512).
More details are in "Improving pediatric practice immunization rates through distance-based quality improvement: A feasibility trial from PROS," by Dr. Of these cultures, eight (2.9 percent) were resistant to two common fluoroquinolones, ciproflaxin and levofloxacin. These drugs are commonly prescribed to adults in both the hospital and in the community to treat bacterial infections. Ciproflaxin was recently approved for children to treat inhalation anthrax and problematic urinary tract infections.
Thirty-five (12.9 percent) of the cultures produced an enzyme, extended spectrum B-lactamase, which is also linked to drug resistance. Finally, of the eight cultures that were resistant, five also produced an extended spectrum B-lactamase enzyme (four for E. coli and one for Klebsiella pneumoniae).
Mutations in the bacteria were the likely culprits for the drug resistance. However, researchers were unable to determine specific risk factors for infection with the resistant bacteria in children. This continued on page 7 Some children are already experiencing drug resistance to a class of broad-spectrum antibiotics used in adults
Women's Health
Note: Only items marked with a single (*) asterisk are available from the AHRQ Clearinghouse. Items with a double asterisk (**) are available from the National Technical Information Service. See the back cover of Research Activities for ordering information. Consult a reference librarian for information on obtaining copies of articles not marked with an asterisk. , 1992 , , to December 21, 2002 . After placing the women in one of four categories (no abuse, physical and sexual abuse, physical abuse only, and sexual abuse only) the team looked at health care use during the 10-year period. Thirty-four percent (1,128) of women said they were abused as children. These women were more likely to have smoked, used recreational drugs in the past year, have symptoms of depression, and have a higher body mass index than women who had not suffered abuse as children.
Health care costs for women with a history of physical and sexual abuse averaged $3,203 annually, while costs for women who were not abused averaged $2,413, a nearly $800 difference. Women who endured both types of abuse also used more mental health, hospital outpatient, emergency department, primary care, specialty care, and pharmacy services than the nonabused group.
The authors report that their findings suggest abuse suffered in childhood may be a factor that drives the use of health services in adulthood. They recommend parents be offered parenting classes to reduce the prevalence of abuse and that mental health professionals evaluate children who have been abused, so treatment can be offered. Finally, health professionals should consider screening women who frequently use health services for prior abuse to improve their mental health and reduce their symptoms.
See T he uncertainty about the ability of prostatespecific antigen (PSA) screening to reduce prostate cancer mortality has led professional organizations to offer guidelines promoting informed decisionmaking about prostate cancer screening. Decision aids help people make choices among options by providing information on the options and outcomes relevant to a patient's health status. The authors of this article systematically reviewed studies evaluating decision aids for PSA screening to determine their impact on men's decisions to be screened.
Of the 357 studies initially selected for review, 18 were considered eligible, and only 12 were rated as good quality studies. The types of decision aids considered were: a videotape, "The PSA Decision: What You Need to Know" (versions of which were used in eight of the studies); discussion sessions; written materials, often with illustrations; written materials combined with education sessions; and Internet-based materials. Decision aids were delivered in one of four contexts: men visiting urology clinics specifically for screening, primary care patients before scheduled visits, primary care patients on clinic rosters without a scheduled visit, and nonpatients in community settings.
The most common outcome measured was knowledge of prostate cancer screening. Men who used decision aids had significantly higher knowledge scores than men without decision aids. In the 10 studies where actual screening rates were measured, there was a broad range of screening rates. For example, among men using decision aids, the PSA screening rate varied from a low of about 12 percent (among men making scheduled visits) to a high of 98 percent (among men attending a free-screening clinic). The screening rates for men without decision aids ranged from 21 percent to 100 percent. Among patients seeking routine care, prostate cancer screening decision aids appeared to decrease interest in screening, the intention to be screened, and PSA screening rates. However, for patients seeking screening services, the decision aids had no impact on their screening behavior. In light of public enthusiasm for cancer screening, the researchers were surprised that prostate cancer screening decision aids received by the patients led some of them to question the value of screening and decide against it. This study was sponsored in part by the Agency for Healthcare Research and Quality (HS10612 W hen terminally ill patients forego treatments and opt instead for the comfort care hospice offers, the government saves money, according to researchers from Brown University and Florida A&M University. The team studied 5,774 short-(fewer than 91 days) and long-stay Florida nursing home residents who were eligible for both Medicare and Medicaid; suffered from cancer, dementia, or other conditions; and died between July and December 1999. Overall, hospice enrollment in the nursing home decreased total government expenditures by 6 percent for the patients' last month of life. When short-stay residents chose hospice care over skilled nursing care, the government saw a 22 percent savings in the residents' final month. Long-stay and short-stay hospice residents with cancer saved the government an average of $663 (9 percent) and $1,453 (13 percent), respectively. However, long-term patients with dementia who received hospice care did not save the government money, and long-term patients with diagnoses other than dementia or cancer had a 14 percent cost increase.
Medicare policies do not permit residents who are eligible for both Medicare and Medicaid to receive both skilled nursing care and hospice care. Thus, when a nursing home patient elects hospice care, Medicaid picks up the daily nursing home bill, which is often continued on page 11
Hospice care saves money for Medicare and Medicaid patients in nursing homes
Elderly/Long-Term Care W hen physicians propose one of four treatment approaches for early prostate cancer, many fail to consider how the treatment will affect the patient's ongoing urinary, bowel, or sexual dysfunction, a new study finds. Massachusetts researchers found that 89 percent of 438 men diagnosed with early prostate cancer had preexisting conditions, and one-third of them received treatments that worsened those conditions more than other treatments would have.
For example, brachytherapy delivers radiation to the prostate but can also cause urinary obstructions, making it a poor treatment option for those who have urinary problems. Patients with urinary problems who received this treatment reported a surge in nighttime urination from 78 percent to 90 percent and a rise in painful urination from 8 percent to 34 percent. External beam radiation, which irradiates the nearby rectum and can cause longterm bowel dysfunction, poses problems for patients with preexisting bowel problems. Patients who underwent this treatment suffered diarrhea and bowel urgency (32 percent pretreatment, 43 percent after), painful bowel movements (7 percent vs. 32 percent), and rectal bleeding (8 percent vs. 32 percent). Radical prostatectomy can cause erectile problems, so two versions are offered: one that spares the nerves and one that doesn't. However, men who already suffer from erectile dysfunction do not regain sexual potency after undergoing the nerve-sparing procedure. Doctors were more likely to perform the nerve-sparing surgery for younger men (average 58.2 years old) than older men (61.4 years old).
The authors state that candid discussions between patients and physicians are paramount when treatment options for prostate cancer are discussed. These could be facilitated by using clinic questionnaires that ask questions patients might be uncomfortable answering verbally to ensure patients with preexisting conditions are matched with the appropriate treatment. This study was funded in part by the Agency for Healthcare Research and Quality (HS08208).
See "Treatment 'mismatch' in early prostate cancer: Do treatment choices take patient quality of life into account?" by Ronald C. Chen, M.D., Jack A. Clark, Ph.D., Judith Manola, M.S., and others in the January 1, 2008 Cancer 112 (1) Intervention, which used a selfefficacy based approach to implement a restorative care philosophy to restore and/or maintain the residents' physical function. Implementing a restorative care philosophy means moving beyond simply providing care for a resident. The NAs learn to set goals for and with residents and help them to perform their daily activities at their highest level. Providing care for residents (bathing or dressing an individual) rather than helping them complete as much of their own care as possible may actually cultivate functional decline and cause further deconditioning and disability.
The researchers analyzed discussions of 12 focus groups including a total of 179 NAs who were trained to provide Res-Care and to motivate residents to participate. The NAs mentioned several resident-related factors that facilitated restorative care. These ranged from encouraging residents to do more, giving them choices, and bonding with them to individualizing motivators and rewards. Facility/team/familyrelated facilitators ranged from comprehensive evaluation of underlying ability and integrating restorative care into daily activities to family involvement and education. Resident barriers ranged from learned dependency, cognitive impairment, pain, and fatigue to refusal and some medications. Facility/team/family-related barriers ranged from lack of nursing support and just needing to get the care done to family expectations of total nursing care and doubt that the residents could perform the tasks.
See "Barriers and benefits to implementing a restorative care intervention in nursing homes," by Barbara Resnick, Ph.D., C.R.N.P., This study of a large health plan's Statewide initiative to support physicians' use of handheld prescribing devices found that less than one-third of clinicians (30 percent) used this technology at the end of one year (an increase from 15 percent before the initiative). Younger clinicians, pediatricians, and clinicians in larger practices all wrote e-prescriptions at a rate higher than the average. This slow adoption of e-prescribing, which can improve medication safety, may be due to problems with unusual doses or compounded medications, technical issues with the eprescribing system, inability to access e-prescribing at all practice locations, and clinician preference for paper prescribing, note the researchers. Several factors may influence which ambulatory practices implement e-prescribing, suggests this study. The researchers studied 12 practices scheduled to implement an e-prescribing program. Staff of the five practices that implemented the system were more familiar with the capabilities of HIT and had more modest expectations about the benefits likely to accrue from e-prescribing. Staff of the four practices who failed to implement the system had limited understanding of eprescribing capacity, expected that the program would increase the speed of clinical care, and had difficulties with the technical aspects of the implementation and insufficient technical support. Three of the practices installed the system, but it was only used by some staff.
Crosson
Love, T.E., Cebul, R.D., Einstadter, D., and others. "Electronic medical recordassisted design of a clusterrandomized trial to improve diabetes care and outcomes," pp.
383-391. (AHRQ grant HS15123).
Electronic medical records (EMRs) can facilitate rigorous cluster-randomized trial (CRT) design by identifying large numbers of patients with diabetes and enabling fair comparisons through preassignment balancing of practice sites, concludes this study. In designing a trial of clinical decision support to improve diabetes care and outcomes, the researchers used the same vendor's EMR to identify and balance characteristics of 12,675 patients with diabetes cared for by 147 physicians in 24 practices of 2 systems. By explicitly balancing practice characteristics within study groups before patient assignment, the researchers minimized baseline differences. This substantially reduced the potential for selection bias, need for extensive covariate adjustment in the final models, and the impact on effective sample size. This study found that electronic messages targeting physicians of elderly patients who had been prescribed potentially harmful psychoactive medications decreased the use of such medications. However, they did not reduce falls that are often due to dizziness or sedation related to psychoactive drugs. The researchers used an electronic medical record (EMR) to review the medications and fallrelated diagnoses (for example, hip fracture) of 620 elderly communitydwelling patients at risk for falls. Based on this information, they sent recommendations to the primary care doctor to reduce polypharmacy and falls. This approach was linked to a smaller number of psychoactive medications, but the impact on falls was mixed.
Kern, L.M., Barron, Y., Blair, A.J., and others. "Electronic result viewing and quality of care in small group practices," pp.
405-410. (AHRQ grant HS16316).
Electronic viewing of outpatient laboratory results is associated with higher outpatient care quality, according to this study. The researchers examined use of an electronic portal for laboratory result viewing among 168 physicians in small group practices in New York. They compared use of the portal with performance on 15 quality of care measures reflecting preventive care, chronic disease management, and patient satisfaction. One-third of physicians used the portal at least once over a 6-month period. Use of the portal was linked with higher overall care quality and care quality of those performance measures expected to be impacted by laboratory result viewing (mammography, Pap smears, and colonoscopy). Portal continued on page 13 A handheld reporting tool is a feasible method to record adverse medication events in inpatient hospital care units. It may also augment existing hospital reporting systems, concludes this study. The researchers examined the ability of a handheld computer-based Medication Event Reporting Tool (MERT), when used by 185 physicians and 119 nurses on the medical wards of 4 teaching hospitals, to capture self-reported medication events. A total of 76 events were reported over the course of 2,311 days. Nurses had a significantly higher reporting rate compared with physicians (0.045 vs. 0.026 reports per shift). Only 5 percent of MERT medication events were reported to require increased monitoring or treatment.
Hicks, L.S., Sequist, T.D., Ayanian, J.Z., and others. "Impact of computerized decision support on blood pressure management and control: A randomized controlled trial," pp.
429-441. (AHRQ grant HS11046).
Computerized decision support (CDS) can improve appropriate antihypertensive medication prescribing, according to this study. A research team randomized 2,027 adult patients with hypertension in 14 primary care practices providing care for many minority patients. The team randomized patients to either 18 months of their physicians receiving CDS for each hypertensive patient or to usual care without CDS. There was no difference between groups in blood pressure control 18 months later. However, the use of CDS by providers significantly improved guideline-adherent medication prescribing compared with usual care (7 vs. 5 percent), an effect that did not differ by patients' race and ethnicity.
Lapane, K.L., Waring, M.E., Schneider, K.L., and others. "A mixed method study of the merits of e-prescribing drug alerts in primary care," pp.
442-446. (AHRQ grant HS16394).
More than 40 percent of prescribers override drug interaction alerts, most often citing problems with "oversensitive" alerts, according to this study. The authors surveyed 157 clinicians working in 1 of 64 practices using 1 of 6 eprescribing technologies and held focus groups with 276 prescribers and staff. The primary care prescribers recognized the value of drug alerts for patient safety, but suggested that alerts be more specific and mentioned the need to reduce alert overload. They recommended that the e-prescribing system run drug alerts on an active medication list and allow prescribers to set the threshold for the severity of alerts. Few studies have measured the effect of computerized physician order entry (CPOE) with clinical decision support (CDS) on the rates of adverse drug events (ADEs), reveals this systematic review of studies on the topic. Of 543 citations identified, only 10 studies met inclusion criteria. Some studies examined use of CPOE with CDS in the hospital or ambulatory setting, but none examined use in the long-term care setting. CPOE with CDS contributed to a significant decrease in ADEs in half of the studies. Four studies reported a nonsignificant reduction in ADE rates, and one study demonstrated no change in ADE rates. The authors call for more studies to evaluate the efficacy of CPOE with CDS across various clinical settings.
Sarkar, U., Handley, M.A., Gupta, R., and others. "Use of an interactive, telephone-based selfmanagement support program to identify adverse events among ambulatory diabetes patients," pp.
459-465. (AHRQ grant HS14864).
Between-visit surveillance of 111 outpatients with diabetes using an interactive telephone technology and targeted nurse follow-up detected 111 adverse events and 153 potential adverse events, according to this study. Events were most often detected through health information technology-facilitated triggers (59 percent), followed by nurse elicitation (30 percent), and patient callback requests (11 percent). Primary care providers were often unaware of these adverse events, the majority of which were preventable or ameliorable. These findings suggest that this type of surveillance, with appropriate system-level intervention, can improve patient safety for chronic disease patients. I Patients like Web-based health records that enable them to communicate with their providers about care-specific issues A new study may alleviate concerns that electronic prescribing (e-prescribing) systems, which have been shown to reduce medication errors and adverse drug events, will slow workflow at outpatient practices. The University of Washington researchers concluded that use of desktop or laptop computers for eprescribing for outpatients would not disrupt prescriber or staff workflow, when carefully implemented. Among 27 prescribers studied, the mean time spent to write an e-prescription was a mere 12 seconds longer than written prescriptions. Since the clinicians ordered an average of nine prescriptions during an observation period of 3.5 hours, this amounted to an additional 3 to 5 minutes of clinicians' time for eprescribing over written prescribing.
This small increment in time can be justified if e-prescribing improves the safety and quality of patient care. For example, eprescribing that allows computerfaxing directly to the retail pharmacy may minimize transcription errors and improve the transmission process, note the researchers.
They used time-motion techniques to compare prescribing times at three ambulatory care sites that used paper-based prescribing, desktop, or laptop e-prescribing. An observer timed 27 prescribers and 42 staff (physicians, nurses, and medical assistants) on tasks performed during the observation period. At the sites with optional eprescribing, more than 75 percent of prescription-related events were performed electronically. The authors point out that the eprescribing systems used in the practices studied had not yet integrated decision support functions such as drug safety alerts and diagnosis-based reminders, which may lead to longer eprescribing times.
See "The impact of e-prescribing on prescriber and staff time in ambulatory care clinics: A time- E-prescribing will not greatly disrupt workflow in outpatient practices if carefully implemented L ess than one in five office-based medical practices have adopted electronic health records (EHRs). To get a better understanding of the factors that are associated with EHR use and with barriers to use in ambulatory practices, researchers surveyed a random sample of office practices in Massachusetts.
Of the 847 practices that responded to the survey, only 18 percent were using EHRs. The researchers found no significant difference in use between primary-care-only and mixed primary/specialty practices (23 percent versus 25 percent). However, the adoption rate for EHR was significantly lower for specialty-only practices (14 percent). Use of EHRs increased with the size of the practice, with fewer small practices adopting the technology. Even among adopters of the technology, the use of various EHR functions differed widely. The researchers found that 74 percent of the EHR practices used electronic visit notes, followed by online lab test results and medication lists (both 64 percent). In contrast, radiology order entry was available via the EHRs of 40 percent of the practices, but used by more than half the physicians in such practices.
The majority of practices without an EHR (52 percent) had no plans to implement one in the foreseeable future, with solo practices being the least likely to implement the technology (70 percent had no plans). Lack of adequate funding was cited as a barrier to implementation by 42 percent of the non-EHR practices, with other barriers ranging from lack of physician support for change (28 percent) to inability to find a system that met the practices' needs (20 percent). The study was funded by a grant from the Agency for Healthcare Research and Quality (HS15397).
For more information, see "Electronic health records: which practices have them, and how are clinicians using them?" by Dr. The two main reasons patients were not up to date on CRC screening were lack of physician discussion (50 percent) and patient refusal (43 percent). The reasons doctors did not discuss screening included lack of opportunity, belief that the patient could not afford screening, distraction by the patient's other health problems/life issues, simply forgetting to bring up screening, and expecting the patient to refuse screening.
Patients typically declined CRC screening due to cost, lack of interest, autonomy, other life issues that distracted from screening, fear of screening, and lack of symptoms. Patients who were up to date on their CRC screening received diagnostic testing (for previous colon pathology or symptoms (56 percent) instead of asymptomatic screening (44 percent). Strategies to improve CRC screening might include patient and physician education about the rationale for screening (it should be done before symptoms develop), universal coverage for health maintenance exams, and development of effective patient tracking and reminder systems. The study was supported in part by the Agency for Healthcare Research and Quality (HS13581). screener for potential addiction problems; model opioid contracts; analgesic flow sheets; treatment guidelines; and contact information for pain clinics, behavioral health services, and other local resources.
Many physicians also called for redesign of the opioid refill process, which currently requires patients to pick up a new refill prescription from their doctor each month. The system caused much anxiety and conflict for both patients and physicians, who often felt chased and hounded by their patients. Physicians felt that patients suffering with pain would most benefit from improved access to medication refills, reduced barriers to communication with the primary care doctor, and better access to affordable and culturally sensitive treatments other than medication (for example, physical therapy, supervised exercise, massage, and chiropractors). Physicians believed they would benefit from the support of a care manager to manage prescription refills and patient communication. Two research economists, Chad Meyerhoefer, Ph.D., and Samuel Zuvekas, Ph.D., at the Agency for Healthcare Research and Quality (AHRQ), addressed these questions in a recent paper. They conclude that DTCA increases the likelihood that an individual will initiate antidepressant use, but has minimal effect on drug compliance at higher price levels. The researchers indicate that since most people with depression are untreated, bringing more of them into treatment might benefit both the individual and the public.
Using data from the 1996-2003 AHRQ Medical Expenditure Panel Survey (MEPS), the researchers investigated the impact of DCTA and consumer costsharing (out-of-pocket costs) on the demand curve for antidepressants. They constructed an econometric model using the number of newer-generation antidepressant prescriptions filled by individuals in a given calendar quarter. Newer-generation antidepressants included citalopram, escitalopram, fluoxetine, fluvoxamine, paroxetine, sertraline, buproprion, mirtazapine, nefazodone, trazodone, and venlafaxine. This model incorporated the MEPS data on antidepressant use and information on quarterly spending on DTCA (both national and local) during the study period.
The number of antidepressant users increased steadily between 1996 and 2003, while the average number of prescriptions filled per user increased only slightly. Also, refills were influenced by advertising only at very low or no out-of-pocket costs. The researchers conclude that their findings tell more about the pharmaceutical companies' marketing strategies than the usefulness of DTCA for promoting adherence to treatment. They assert that the effect of DTCA during the period studied was consistent with a mass marketing approach that emphasized product characteristics that appealed to everyone, and that the role of matching patients to appropriate medications rested almost entirely with physicians.
More details are in " They compared self-efficacy reports 6 weeks after the training with feelings of self-efficacy prior to the training among 415 adults 40 years and older from one primary care network. The patients suffered from arthritis, asthma, chronic obstructive pulmonary disease, congestive heart failure, depression, and/or diabetes mellitus, as well as impairment in one or more basic activities and/or a score of 4 or more on the 10-item Center for Epidemiologic Studies Depression Scale (CES-D).
Self-management training focused on three core tasks (medical, role, and emotional management) and six fundamental chronic disease self-management skills (problem solving, decisionmaking, resource utilization, formation of patientprovider partnership, action planning, and self-tailoring). Participants were taught to use behavior change "action plans" and were given extensive opportunities to practice self-management skills and receive feedback on their performance. The training program led to significant increases in selfefficacy in the one-fourth of individuals with the highest depressive symptom burden (score of 15-28 on the CES-D), and only when delivered via in-home visits (not by telephone Individuals with more depressive symptoms are more likely to benefit from training in chronic illness self-management T he perils of transportation, accessibility, care interruptions, and privacy affect the health of individuals with physical disabilities living in homeless shelters, nursing homes, and private residences in the Washington, D.C., area, a new study finds. Pei-Shu Ho, Ph.D., a senior study director at Westat, Inc., and colleagues conducted 2-hour focus groups with 28 working-age adults with physical disabilities living in a homeless shelter (13 people), nursing home (7), or private residence (8) in the D.C. area. Half of the participants had spinal cord injury and paralysis, and all of them relied on Medicaid or a local public program for health insurance.
For individuals living in shelters and private residences, transportation was a common barrier to obtaining medical services. Both public and private transportation services were perceived unreliable, or inaccessible (despite Title II of the Americans with Disabilities Act requiring accessibility). Participants living in the shelters or nursing homes voiced a preference for having a regular physician who was familiar with their medical conditions, so that they did not have to explain their health histories at every appointment. Participants also expressed a desire for access to dental care, which is not covered under the D.C. Medicaid plan.
In terms of physical living space, participants who lived at home or in a shelter faced the most accessibility issues. For example, individuals with physical disabilities who lived at shelters that did not offer wheelchair-accessible bathrooms reported having poor hygiene. Also, having to navigate flights of stairs in a wheelchair at private residences put undue stress on those who depend on wheelchairs for mobility.
Shelter and nursing home residents faced privacy and security concerns daily, as neither location offered much of either. For instance, shelter residents with pressure ulcers could not tend to their wounds in a secluded location. Nursing home and shelter residents continued on page 19
Low-income adults with physical disabilities face transportation, accessibility, and privacy barriers
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Adults with disabilities continued from page 18 typically had no place to store valuables or medication. This study was funded in part by the Agency for Healthcare Research and Quality (HS13977).
See "Health and housing among low-income adults with physical disabilities," by Dr. The SPs in 613 SP prompts expressed worry about "something serious" in 2 scenarios: chest pain characteristic of gastroesophageal reflux disease (GERD) or poorly characterized chest pain with medically unexplained symptoms (MUS). In both scenarios, if physicians expressed empathy, it was most likely to occur at the beginning of the conversation, and tended to facilitate further questions about the patient's condition. In contrast, physician action, such as proceeding with the physical exam or prescribing a medication tended to close down the discussion, leading to a change of topic.
Overall, physicians responded to the patient's worry that they may have "something serious" with acknowledgment of their concerns (40 percent), additional clinical questions (17 percent), medical explanation without reassurance (11 percent), reassurance with or without medical explanation (10 percent), and empathy (6 percent). Empathy was significantly associated with higher patient ratings of interpersonal aspects of care, but only when the standardized patients portrayed the more complex MUS scenariossituations that tend to be associated with uncertainty and higher patient anxiety. The study was supported by the Agency for healthcare Research and Quality (HS10610).
More details are in "'Could this be something serious?' Reassurance, uncertainty, and empathy in response to patients' expressions of worry," by Dr. A bout 40 percent of patients bring more than one concern to primary acute care visits. Yet, often these concerns are left unaddressed, leading to worsening medical problems, patient anxiety, and costly additional visits. After a patient mentions the chief concern for their visit, doctors should simply ask, "Is there something else you want to address in the visit today?" In a new study, this simple question reduced patients' unmet concerns by 78 percent.
Textbooks on medical interviewing recommend that doctors ask, "Is there anything else you want to address in the visit today?" Yet, use of this question in the current study did not reduce the incidence of patients' unmet concerns compared with a control group. The negative polarity of the single word 'any' with its subtle communication of an expected 'no' response, tends to ruin the opportunity to raise unmet concerns that the He and coinvestigators asked 20 physicians from 20 community-based family practices to conduct 4 patient visits in normal fashion (control visits). The researchers then randomly assigned the doctors to ask one or the other question in seven additional visits after they watched an educational video on the topic. Over onethird (37 percent) of patients with more than one concern in the control group had unmet concerns that were not trivial. Yet, less than 5 percent of these patients were asked about additional concerns. Patients with more than one previsit concern gave more affirmative responses to the "something" than the "anything" question (90 vs. 53 percent). The simple "something" question eliminated more than threefourths of all cases of unmet concerns. In contrast, unmet concerns were similar for the control and the "anything" question group. Visit length was not affected by asking either question. This study compared the impact of the 6-12 month QI-Therapy program with usual care among patients diagnosed with depression at 46 primary care clinics in 6 managed care organizations. The patients were randomized to usual care or one of two QI interventions (medication or psychotherapy). This study focused on 1,300 patients in the QI-Therapy groups at any of 4 points: baseline or followup year 1, 5, or 9. The researchers examined the impact of the QI-Therapy program on negative life events at 5-year followup, and modeled the relationship between QI program implementation, life events, and mental health over a 9-year period.
The model showed that QITherapy not only improved patients' psychological well-being at 1 year, but it also reduced negative life events at year 5. Moreover, better mental health and fewer negative life events at year 5 were associated with improved psychological well-being at year 9. The QI-Therapy program provided resources for patients and their providers for depression treatments, including resources to facilitate access to therapy. This approach set up a chain of events that included improved mental health that endured over 9 years, and had somewhat unexpected long-term and independent effects on reducing the occurrence of negative life events.
These preliminary findings underscore the potential usefulness of focusing on life circumstances unique to the individual when explaining the course of depression. One might speculate that persons with less depression have fewer arguments or losses of relationships or job problems. Also, certain benefits of therapy-improved coping, learning to avoid or manage difficult situations, or making structural changes in one's life (such as developing new relationships or moving to a new neighborhood)-may be protective in terms of negative life events. A QI program that improves access to psychotherapy (QITherapy) and antidepressant medication (QI-Meds) is costeffective for managing care of primary care patients who suffer from minor (subthreshold) depression or depressive disorder, concludes this study. The cost of the QI programs was $2,028 per quality-adjusted life year (QALY) for those with subthreshold depression and $53,716 per QALY for those with depressive disorder. This is similar to the costeffectiveness of many widely used medical therapies, note the authors.
They examined the costeffectiveness of managing care of 746 primary care patients with 12-month depressive disorder and 502 with current depressive symptoms but no disorder (subthreshold depression). The patients were randomly assigned to enhanced usual care or to QI-Meds or QITherapy for 6 to 12 months. The QI programs emphasized symptom monitoring and adjusting treatment as symptoms changed, rather than necessarily routing patients with minor depression directly to use of antidepressants, for example.
The researchers calculated that the costs of the intervention per se-as distinct from intervention effects on use of services and medication-were $86 per patient in the QI-Meds group and $79 per patient in the QI-Therapy group. These costs did not vary much by degree of depression. The researchers conclude that implementing QI programs, which emphasize adjusting treatment decisions to changing patient needs over time, is cost-effective relative to usual care among primary care patients with minor depression and depressive disorder. I T he intentional release of anthrax bacteria in a bioterrorism attack would require large-scale use of antibiotics to prevent anthrax infection in the affected communities. The U.S. Centers for Disease Control and the Infectious Diseases Society of America recommend 60 days of the antibiotics ciprofloxacin, doxycycline, or amoxicillin to prevent post-exposure anthrax infection. Most antibiotics are typically taken up to 14 days for acute infections, and there are concerns about the safety of taking these antibiotics for 60 days. However, a new study eases those concerns. It found limited evidence of cumulative dose-related adverse events (ADEs) from taking any of these antibiotics for more than 28 days versus taking them for 28 days or less.
Researchers at the University of Pennsylvania Center for Education and Research on Therapeutics and their colleagues estimated risks of ADEs associated with taking these three antibiotics for more than 28 days by examining office visit, hospital admission, and prescription data from an electronic medical record database and two insurance claims databases from January 1999 until July 2001. They were looking in particular for hospitalization for the following serious ADEs: anaphylactic shock, phototoxicity, liver toxicity, kidney toxicity, seizures, ventricular arrhythmia, or infectious colitis.
A total of 33,183 amoxicillin, 15,250 ciprofloxacin, and 50,171 doxycycline prescriptions continued for 30 or more days. Long-term doxycycline use was associated with 0.9 ADEs per 100,000 antibiotic patient-days in one database only. Long-term amoxicillin use resulted in 1.2 ADEs per 100,000 person-days in only one database. Ciprofloxacin showed the highest risk of ADEs per 100,000 person days of antibiotic use (3.5 and 5.7 ADEs per 100,000 person-days, found in two databases), but the risk did not appear to increase after 28 days of taking the antibiotic. The study was supported in part by the Agency for Healthcare Research and Quality (HS10399). H alf of all antimicrobial therapy prescribed for hospitalized patients is inappropriate, which can lead to longer hospital stays, higher medical costs, and higher mortality rates. Use of an Antimicrobial Stewardship Program (ASP), in which an infectious disease consultant controls use of antimicrobials (antibiotics, antifungals, and antivirals) by hospital staff, can improve the appropriate use of antimicrobials concludes a new study. A team from Children's Hospital of Philadelphia retrospectively reviewed charts of children hospitalized at the hospital for whom clinicians requested antimicrobials. They examined the clinicians' requests and the interventions made by the ASP, as well as children's outcomes.
The ASP oversaw the use of targeted antimicrobial agents ranging from acyclovir and amikacin to broad-spectrum cephalosporins, ribavirin, and vancomycin. Physicians were prompted by the computerized physician order entry system to contact the ASP for each targeted agent. During the 4-month study period, clinicians placed 652 calls to the ASP. The most frequently requested targeted agents were vancomycin (30 percent), cefotaxime (11 percent), ceftazidime (11 percent), and ampicillin/sulbactam (9 percent) for problems ranging from suspected bloodstream infection to community-acquired pneumonia. Nearly half (45 percent) of the calls required an intervention by the ASP. Specifically, the ASP intervened to resolve drug-bug mismatches (antibiotic was not providing adequate coverage or too broad coverage for the susceptibility pattern of the identified pathogen), to minimize the unnecessary use of broadspectrum antibiotics, to reduce duplicate therapy, to reduce duration of therapy, and to improve dosing. It was also often used as a resource by clinicians seeking information on appropriate antimicrobial use. The ASP made recommendations that ultimately avoided potentially unsafe patient conditions. The study was supported in part by the Agency for Healthcare Research and Quality (HS10399).
See "Evaluation of an antimicrobial stewardship program at a pediatric teaching hospital," by Talene Clinicians at 16 Veterans Administration (VA) and non-VA hospitals received 4-hour education sessions, journal articles, and a slide presentation on appropriate use of antibiotics for respiratory tract infections. To educate patients on the perils of overusing antibiotics, the researchers provided brochures, posters in treatment and waiting rooms, and computer kiosks with tailored audiovisual educational modules in English and Spanish.
During year one, about half of ED patients with acute respiratory infections and bronchitis were prescribed antibiotics in control sites (47 percent) and intervention sites (52 percent). However, antibiotic prescriptions declined an average of 10 percent at the eight intervention sites between year one and two but did not decline at control sites. For four intervention sites, the decrease was between 10 and 20 percent. This reduced antibiotic prescribing did not increase return visits to the ED or lessen patient satisfaction.
The researchers speculate that patients in the ED may be more prone to be treated with antibiotics continued on page 23
Education campaign reduces antibiotic prescribing by emergency department physicians for upper respiratory tract infections
Access to Care
Antibiotic prescribing continued from page 22 because they often lack access to primary care services. This study was funded in part by the Agency for Healthcare Research and Quality (HS13915).
See "Cluster-randomized trial to improve antibiotic use for adults with acute respiratory infections treated in emergency departments," by Joshua P. Metlay, M.D., Ph.D., Carlos A. Camargo, Jr., M.D., Dr.P.H., Thomas MacKenzie, M.D., M.S.P.H., and others in the As community residents who were uninsured increased by 5 percent, women were 5 percent less likely to be screened. Less screening also seemed to lead to lower diagnosis of breast cancer in its early stages. For example, the rate of early-stage (less than 2 cm diameter) tumors declined with the increasing proportion of uninsured in a county, regardless of poverty rate. Surprisingly, breast cancer screening steeply declined for women with incomes from $25,000 to $75,000 living in counties with high rates of uninsured people. This could be due to their difficulty in finding care due to unavailable services or because their incomes preclude them from obtaining public health care. Their findings support the assertion that the health of all residents may be affected when there are high rates of uninsured people in a community.
Race and ethnicity also seemed to be factors in screening rates. Black women and Hispanic women had higher screening rates than white women when they lived in communities where just 9 to 19 percent of the community was uninsured. This study was funded in part by the Agency for Healthcare Research and Quality (HS14095).
See "Breast cancer screening and incidence in communities with a high proportion of uninsured," by Breast screenings are lower in counties with high rates of uninsured people S ince the late 1990s, nationwide studies indicate a consumer trend of selecting preferred provider organizations (PPOs) over fee-for-service (FFS) plans, point-of-service (POS) plans, and health maintenance organizations (HMOs). A new study of the University of Michigan employees' health insurance program shows this trend continues, however, without the purported backlash against HMOs. Kyle L. Grazier, Ph.D., and colleagues at the University of Michigan studied 32,183 employees' health insurance selections in 2005, the first year 2 existing insurers offered PPOs. These plans give their members financial incentives, such as low co-payments, to use the plan's clinicians.
Before 2005, the university offered employees six health plans. Three plans were HMOs, which offer employees low costs but limit their access to care by having their primary care physician serve as a gatekeeper for services. Two were FFS plans, which give employees flexibility in choosing their providers and services in exchange for high out-of-pocket expenses, paperwork, and high premiums. One was a POS plan, offering similar services to an HMO but allowing employees to seek care outside of the network.
When given the opportunity, 10 percent of the employees switched to the two PPOs, ranking them fourth and fifth among the eight plans offered. Those who chose PPOs typically were previously enrolled in FFS and POS plans, which were more expensive than the other plans offered in 2004 and 2005. The researchers suggest that employees were lured to the PPOs not solely by the plans' prices, but because of their desire for larger provider networks and comprehensive but relatively unmanaged coverage.
The availability of the two PPOs did not cause an exodus in enrollment from the three HMOs. Employees who had not previously enrolled in an HMO found the new PPOs attractive; however, those already enrolled in an HMO did not. The researchers suggest that the national trend against strong forms of managed care could be a regional phenomenon or may be contextual, occurring when an employer offers only few plans or when an HMO is very restrictive. This study was funded in part by the Agency for Healthcare Research and Quality (HS15591 In this study, the researchers interviewed 951 patients at 14 HIV primary care sites in the United States about their drinking behavior. They defined hazardous drinking as more than 14 drinks per week or 5 or more drinks on 1 occasion for men and more than 7 drinks per week or 4 or more drinks per occasion for women. Anything less was considered moderate consumption. The authors examined the correlates of any use of alcohol and of hazardous alcohol use.
Overall, 40 percent of those interviewed reported some alcohol use in the 4 weeks prior to the interview; 11 percent reported hazardous use and 29 percent reported moderate drinking levels. After adjusting for other factors, male sex increased the odds of any alcohol use by 52 percent, a college education nearly doubled the odds compared with less than high school education, and current illicit drug use nearly tripled the odds.
A lowest CD4 cell count of 500 cells/uL or more (indicating better immune system function) and current illicit drug use nearly tripled the odds of hazardous alcohol use. In contrast, patients who made more than seven primary care visits had lower odds of hazardous alcohol use. The researchers surveyed 951 HIV-infected adults (predominantly minority men) receiving care at 14 HIV Research Network primary care sites about their drug and alcohol use, substance abuse treatment, and provider discussions about substance use issues. Overall, 71 percent of patients reported current or former illicit drug use, and 11 percent of illicit drug users reported hazardous or binge drinking (HBD).
Less than half (46 percent) of current or former substance users reported discussing substance use issues with their HIV care providers. Yet provider discussions of substance use issues doubled the odds that individuals would receive substance abuse treatment. Receipt of transportation assistance and black race also doubled the odds of receiving substance abuse treatment.
ntinued from page 24
Studies reveal wide use of drugs and alcohol and underuse of substance abuse treatment by those with HIV disease
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Alcohol and drug use continued from page 24
Patients who reported current drug use, more severe drug use, and HBD were more likely to report discussing substance use issues with their provider, as were younger and unemployed patients and those who made six or seven visits to their primary care provider in the previous 6 months. Although blacks reported substance abuse no more often than whites (72 vs. 75 percent), blacks were 72 percent more likely to have discussions with their provider about substance use. This finding is similar to profiling of minority patients for substance use discussions documented in emergency room visits. Reprints of both studies (AHRQ publication nos. 08-R067 and 08-R066) are available from AHRQ.* I T esting for HIV resistance to antiretroviral therapy (genotype resistance testing) has become part of the standard of care for patients with HIV infection. Yet, 18 percent of patients, whose doctors found HIV resistance to the antiretroviral medication they were taking, continued to be treated with that medication. Continuing this medication was associated with significantly weakened reduction in the patient's HIV viral load. Thus, the progression of HIV disease was not being slowed as much, indicating reduced medication effectiveness.
The investigators looked at the medical records, including lab test results, of patients with HIV infection seen at 10 HIV specialty clinics in 7 U.S. cities since 1993. They analyzed the frequency with which patients were prescribed any non-nucleoside reverse transcriptase inhibitor after identification of the K103N mutation in reverse transcriptase and the frequency with which they were prescribed nelfinavir after identification of the D30N mutation in HIV protease. They also examined the short-term impact of this action on HIV viral load and CD4 T-cell count (indicators of disease progression).
Among the 441 patients demonstrating either mutation, 18 percent who were taking the resistant antiretroviral at the time of the test were continued on the medication for more than 6 months later. The doctors said that in one third of cases, the continued prescribing of the resistant medication was an erroneous oversight. Patients who stopped the resistant antiretroviral within 6 months of the test fared better. They had greater decreases in viral load and a greater likelihood of achieving an undetectable viral load 9 months later. Patients who discontinued the medications also had an increase in CD4 T-cell count (indicating improved immune system functioning) compared with those who continued use, but the difference was not significant. The study was supported in part by the Agency for Healthcare Research and Quality (HS11800).
More details are in "HIV genotypic resistance testing to optimize antiretroviral prescribing: Is there room for improvement?" by Jonathan Uy, M.D., John T. Brooks, M.D., Rose Baker, M.S., and others, in Antiviral Therapy 12, pp. 957-962, 2007 • The total number of outpatient prescriptions for statins rose from about 90 million to 174 million. • Average annual spending by individual statin userswhether costs were absorbed by the user, an insurer or both-increased from $484 to $661. These data are taken from the Medical Expenditure Panel Survey, a detailed source of information on the health services used by Americans, the frequency with which they are used, the cost of those services, and how they are paid. For more information, see The workshop will provide health services researchers with information on the components and capabilities of the two databases. Participants will be taught how to extract data for research projects from their choice of either MEPS or HCUP. For MEPS, a working knowledge of SAS is required. For HCUP, familiarity with SAS is recommended but not required. There is no fee for the workshop. Registration is required.
Day 1 of the workshop will consist of lectures designed to provide a general overview of MEPS and HCUP. Day 2 will be the participant's choice of indepth hands-on training on either MEPS or HCUP. The MEPS and HCUP sessions will be separate, but both will have instructor-lead training on computers that are provided. In both workshops, participants will have the opportunity to pose specific research questions.
In the MEPS session, participants will apply the knowledge gained from the first day's lectures to formulate a research plan that utilizes the various MEPS-HC files and linkage capabilities. Each participant will construct an analytic file and begin to conduct analyses. Participants may bring a CD with their active MEPS project and get expert help on their research questions. The HCUP session will show participants how to use several HCUP databases, e.g., Nationwide Inpatient Sample (NIS), and software tools, e.g., HCUPnet.
For additional information or questions, e-mail workshopinfo@ahrq.hhs.gov.
Editor's note: MEPS collects data on the specific health services that Americans use, how frequently they use them, the cost of these services, and how they are paid for, as well as data on the cost, scope, and breadth of private health insurance held by and available to the U.S. population. For more information about MEPS, please visit: http://www.meps.ahrq.gov. HCUP is a family of powerful health care databases, software tools, and products. HCUP data enable research on a broad range of topics related to health care, including cost and quality of health services, medical practice patterns, access to health care programs, and outcomes of treatment at the national, State, and local market levels. For more information about HCUP, please visit http://www.hcup-us.ahrq.gov. I National estimates of health insurance status are essential inputs to inform policymakers' assessments of the population's access to medical care. While these estimates are generally annually based, the authors of this study compared estimates over a 2-year period from the Medical Expenditure Panel Survey (MEPS) and from the National Health Interview Survey (NHIS) linked to the MEPS files. They found that the two approaches did not differ significantly on national estimates of the percentage of persons continuously insured; however, the MEPS longitudinal estimate of the percentage continuously uninsured was higher than the NHIS-MEPS linked estimate. In addition, the MEPS longitudinal estimate of the discontinuously insured was lower than that derived from the NHIS-MEPS linked data. These differences are partly due to the two surveys using different time periods, different lengths of time, and different lengths of recall. The authors conclude that the estimates from these two sources provide a relatively consistent picture of health coverage rates over time in the United States. Reprints (AHRQ publication no. 08-R029) are available from AHRQ. A computerized decision aid (DA), which conveys individualized information about the risks and benefits of menopause treatments based on women's individual symptoms, lifestyle, medical history, and clinical variables (such as bone density and cholesterol level) reduced women's conflicts about their treatment decisions and enhanced their care satisfaction. The summary report generated by the computer for the patient and individual clinician listed the patient's menopausal symptoms and quantified her risks for coronary heart disease, breast cancer, and hip fracture (with and without hormone treatment). The DA reduced decisional conflict 2 weeks after the clinic appointment by 0.70 points on a 1 to 5 point scale and 0.09 for the control group. Women in the DA group were also significantly more satisfied with their care than women in the control group. The authors of this paper characterized the types of cases referred to a physician review committee of an urban hospital's emergency department (ED) and identified the phase of work in which problems were detected and specific factors that affected the quality of patient care. Overall, they retrospectively reviewed 636 cases and classified problems into 1 of 4 major categories depending on the phase of work in which each occurred. In descending order of frequency, 71 percent of problems were identified in diagnosis, 44 percent in disposition, 42 percent in treatment, and 4 percent in public health. More than half the cases fell into at least two categories. Problems in specific clinical tasks were the most common contributing factor (99 percent), with patient factors (61 percent) and teamwork factors (61 percent) of equal weight. The data demonstrate that these cases are often complex and not the result of the failure of any single individual or process at any one moment in time. This article describes the "3T's" roadmap to translate research into quality care delivery in many settings for many types of patients. The authors point out that basic science and its translation into clinical research (translation 1 or T1) are only the beginning of the journey toward high-quality, effective, and safe care delivery along the road map. Next, translation 2 (T2) activities focus on creating more patient-specific evidence of clinical effectiveness to identify the right treatment for the right patient in the right way at the right time, and to translate practice guidelines into practice. Translation 3 (T3) activities address the "how" of health care delivery so that evidence-based treatment, prevention, and other interventions are delivered reliably to all patients in all settings of care and improve health care for individuals and populations. From 10 to 20 percent of women diagnosed with breast cancer had lesions that were visible but overlooked on their most recent mammogram and another 10 to 20 percent had lesions that were misinterpreted. These missed cancers represent lost opportunities for an early diagnosis. This, in turn, may have legal ramifications for the radiologists who miss them. A delay in breast cancer diagnosis is one of the most common reasons for malpractice lawsuits against American physicians. Double reading of mammograms by radiologists has been advocated to reduce the proportion of missed cancers and to at least partly offset the wide variations in radiologists' interpretations of mammograms. Computer-aided detection (CAD) has also been advocated as a digital "second reader," but its high recall rates have not prompted widespread support.
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The push for an improved cancer detection rate by double or quadruple reading needs to be balanced against the potential for higher recall and false-positive rates. To increase recall rates beyond 5 percent will result in many more biopsy referrals and false positives, with only modest improvement in cancer detection, caution the researchers. They also point out that the pool of U.S. radiologists interested in breast imaging is shrinking, while the demand for it continues to grow as women age. Researchers examined various treatment standards from national medical organizations and found inconsistent guidance on when osteopenia should be treated. They found little data supporting treating osteopenia to forestall its progression into osteoporosis. Thus, women with osteopenia and their doctors do not have clear evidence to answer the clinical questions of what the risk factor is for a fracture, how often bone scans should be done if watchful waiting is elected, and what therapy is the best if the risk for fracture is high. Hormone therapy was a popular choice for preventing fragility fractures for women with osteoporosis, but it also increases the risk of blood clots, breast cancer, and cardiovascular disease. The authors state that evidence is insufficient to recommend using osteoporosis treatments for women with osteopenia unless they have suffered a fracture due to fragile bones. They suggest that treatment decisions should be based on weighing net benefits against anticipated risks, taking into account the woman's age, risk profile, and the presence of estrogen-responsive menopausal symptoms. To reduce medical errors and patient harm, health care has increasingly adapted safety practices from the aviation industry. The authors reviewed research on a number of strategies adapted from aviation to improve surgical safety, including behavioral marker systems, crew resource management (CRM), and training and competency assessment using simulators. The existing behavioral marker systems were considered to be early in development, incomplete, and not psychometrically validated. CRM encompasses team building, briefing strategies, situation awareness, and stress management. However, given the difficulties in continued on page 31
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